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F 000 ! INITIAL COMMENTS F 000
:I This Plan of Correction is submitted as
| OnMay2-6,2011 ap annual Recertification required under State and Federal law. The
i Survey and investigation of complaints #s TN facility's submission of the Plan of
|-2 7790, TN27994 and TN27457 were completed, Correction does not constitute an
| : admission on the part of the facility
| The facility was citeq with an Immediate Jeopardy that the findings cited are accurate, that
at F-157, F-281, F-333 and F-490, all with a the findings constitute a deficlenc)f', or that
Scope and Severity of a "J" for failing to prevent the scope and severity determination is
significant narcotic Mmedication errors and failing correct. Because the facility make_s no such
to notify the physician of the errors for one admissions, the statements made in thtf
(resider_tt_ #20) of th rty-one residents reviewed Plan of Correction cannot be used against
The facility's faifyre to ensure residents were free the facility in any subsequent
of significant Medications errors was likely to administrative or civil proceeding.
| cause serious injury, harm, impairment or death ' ;
]] to resident #20. o
| An Extended Survey was completed on May 5
d y i d F g, T i
The Administrator ang the Corporate Nurse : (pble. '
Consultant were informed of the Immediate Al p-th
Jeopardy on May 4, 2011 gt 12:05 p.m. in the
Administrator's office. !
The Immediate Jeopardy was effective from
February 22, 2011 through May 6, 2011. An - :
acceptable Allegation of mpliance, which :
removed the -lmmediac'y of the Jeopardy, was ¢ ;
received and corrective actions were validated
on-site by the survey team on May 6, 2011.
Non-compliance of the Immediate Jeopardy tags !
continues at g Scope and severity of a"D" level
for monitoring of Corrective actions, - : , ; ;
| The facility is required to submit a plan of i longer at the faciity
] correction for aj) tags. : : 2!2 L - . :
F 15? i : i - - i £- ¥

157 [ 483.10(b)(11) NOTIFY OF CHANGES

DJRECTOR'S OR ;’RWPPUER REPRESENTATIVES SIGNATURE
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F 157 | Continued From page 1 F 157 L it et
$8=J | (INJURY/ The physician was notified o medication
(RLIRY, DECL'NBROOM’ ETC) error on 2/24/11 by the Director of Nursing,
A facility must j iately i ident; ; « .
consu lttyv.rith memrgs?c?eit';yg;n;g‘i;?a?ea;e; lrcfient, Administrator educated Director of Nursing
known notify the resident's legal representative on 3/4/11 on the Policies and Procedures for
or an interested family member when there is an | I the iy ounts, notification of change, and
accident involving the resident which results in the incident event management procedure.
i INjury and has the potentia] for requiring physician . - ;
intervention: a significant change in the resident's An Inyestigation'was begun by the Director
’ physical, mental, or psychosocial statys (i.e., a of Nursing on 3/4/1] ,
| deterioration in health, mentaj or psychosocial : ' i
status in either life threatening conditions or The Pharmacy Consultant was not:ﬁt_ad of the
clinical oompilcatlons); a need to alter treatment medication error on 3/2/] 1, and was involved
! significantly (i.e » @ need to discontinue an in the investigation of narcotic count error,
existing form of treatment due to adverse .
consequences, or to commence a new form of LPN #2 is no longer employed as of 3/19/11.
treatment); or a decision to transfer or discharge - - .
the resident from the facility as specified in 2. An audit of 100% of the liquid narcotic
§483.12(a). medication sheets was done by the Director
of Nursing on 3/4/11. No other residents were
The facility must also Promptly notify the resident identified as being affected. :
and, if known, the resident's legal representative |
or interested family member when there isa All liquid narcotics records were reviewed by
change in room or roommate assignment as the Regional Director of Clinical Services
specified in §483 15(e)(2); or a change in and a Registered Nurse on 5/4/ 11. No other
resident rights under Federal or State law or residents were found to be affected.
regulations as specified in paragraph (b)( 1) of ' : _
this section. 3. Inservice was given to all licensed nursing
_ staffon 3/4/11 — 3/10/11 by Director of
The facility must record and periodically update Nursing regarding rnea_suring narcotic liquids
the address and phone number of the resident's with return demonstration required.
legal representative or interested family member.
This REQUIREMENT s not met as evidenced
by:
Based on facility policy review, review of a
Narcotic Count Sheet. medical record review,
| CMS-2567(02-99) Previous Versions Obsolete Event ID: ZTPW11 Facility ID: TN4706 | _ If o_é:ntinuaﬂon sheet Page 2 of43
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F1 57fF Continued From page 2

review of the Medication Occurrence Report, and
interview, the facility failed to notify the physician
! when  significant mMedication errors for one
resident (#20) occurred of thirty-one residents
| reviewed. The facility's failure to notify the

likely to cause serious injury, harm, impairment,
or death to resident #20.

| On I\_da_y 4, 12:05 p.m., in the office of the
admmlstrator, the administrator and the corporate

nurse consultant were informed of the Immediate
Jeopardy.

The findings included:

Fe_esident #20 was admitted to the facility with
d:agnosgs including Diabetes Type Il, reoccurring

Review of the nurse's progress notes for
February 19, 201 1,at 10:15 a.m.,, revealed,
"...Spoke with (names of two sons). Total
comfort care agreed: No hospitalization, New
order for MSO4 (morphine, a narcotic) and
Atropine (decreases secretions)...Will monitor *

.| Review of the physician's orders for February
2011 revealed on February 19, 201 1, an order for

| Roxanol (a liquid morphine preparation) 1-2 mg
(milligram) PO (by mouth) q 1 (every one) hour
PRN (as needed).

bactillty policy on Admimistering Comrotied

F 157 Medications was revised by Administratorl‘
and Director of Nursing on 5/4/11 to require
that two nurses verify and sign off on the
Medication Administration Record all liquid
narcotic doses less than 5ml. On 5/6/11 this
revision was added to the narcotic med pass
policy and Med Pass Observation sheet by
the Regional Director of Clinical Services
and signed by the Administrator and Director
of Nursing,

All licensed nurses were educated by
Regional Director of Clinical Services,
Director of Nursing and Admissions Nurse
on 5/4/11 — 5/20/11 on the following
requirements: verification of any liquid
narcotic less than 5 mls by a second nurse
who must also initial Medication
Administration Record. Inservices also
included the Five Rights of Medication
Administration, alert charting to be initiated
on every shift for seventy-two hours after a
medication error, timely notification of the
Physician, Director of Nursing and the
Administrator after a medication error.

The Medical Director and Pharmacy
Consultant will be advised by the
Administrator or the Director of Nursing of
any medication administration error and will
be inchided in the investigation process
through the Quality Assurance Performance

Improvem;ent process.

| CMS-2567(02-99) Previous Versions Obsolete Event ID: ZTPW11
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F 157 / Continued From page 3

Record review of the third Narcotic Count Sheet
| dated February 20, 2011 {(used to record each
/ narcotic dose administered) fpr liquid morphine

for resident #20 revealed a sticker- label
adh_e{ed to the top right of the sheettypwieth the
following information included: “(resident #20's

100 MG/5 ML (millifiter substituted fo
ROXANOL 20 MGmL ’SOLUT!ON; '
.02/19/11(date); Take 0.05ML-0. 1ML (1-2MG)
EVERY HOUR As NEEDED; QTY (quantity) 30
ML.(total dispenseq from the pharmacy)"

Interview at 1 0:00 a.m., on M 3,2011, in
conference room with the Dirg;{to; of Nt;rse;h ©
(DON) revealed the following:

February 23, 2011 » With less liquid. narcotic
remait?ing. than on the Narcotic Count Sheet

| the narcotic count; .
-| 3) the DON changed the amount left to count;
4) on February 23, 2011, the DON interviewed

. Ihg ;1—7, (night shift) Licensed Practical Nurse

) the DON stated knowledge of the day shift.
: I_;P-.N_ #1 giving two additional 1,0 mldoses of :
- | morphine instead of 0.1-m] (20 mg of morphine

‘Jam. and 11:00 a.m. The DON did not definea -

|[-had received a total of five incorrect doses on

| name); room # (number); MORPHINE SULFATE |

| 1) the narcotic count was incorrect at3:00 p.m, |

2) the DON did not investigate the discrepancy in |

s 0f 2 mg) on February 22, 2011 at 7:00
| timeframe for when the DON realized the resident| -

F 157 4. Daily monitoring by a Registered Nurse

| for two weeks, beginning May 5, 2011
through May 19, 2011, then two times a week.
for three months until August 18, 2011 and/or
until 100% compliant, to include a 100%
audit of Medication Error Sheets for proper
notification of Physician, Administrator, and
Director of Nursing; a 100% audit of the
Medication Administration Records of
residents receiving liquid narcotic doses less
than 5|milliliters to ensure compliance of two
nurses| verifying the dose and signing the
Medication Administration Record; and
auditing of the alert charting log against the
medication error reports to verify alert
charting compliance for 72 hours.

The Regional Director of Clinical Services
will perform a compliance review of 100% o
the audit forms and related data weekly until
the end of the monitoring time.

All audit results will be reported by the
Director of Nursing to the monthly Quality
Assurance Performance Improvement
meetings for review and recommendations.
This committee will determine if any
revisions are needed to the audit plan.

i
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F 157 | Continued From page 4 F 157| The Quality Assurance Performance

Improvement Committee consists of
Administrator, Medical Director, Director of
Nursing, Assistant Director of Nursing,

February 22, 201 1.

Interview confirmed the DON had not considereq ! -
the irreconcilable harcotic count as g significant Human Resources, Minimum Data Set

! medication error and did n i ician. Coordinator, Treatment Nurse, Admissions
f P ety e eipvEieian Director, Businéss Office Manager, Rehab

| Review of the facility's policy ‘Medication Manager, Medical Records, Socal Services,
Error...Reporting’ revealed, "Procedures: a In the | Facilities Management Director, Dietary
event of a significant medication Manager, and Activity Director. Dietician and
error...immediate action is taken, as necessary, Pharmacist reports are reviewed, and these ‘SZ;’%/

to protect the resident's safety and welfare. b, consultants attend as needed.
The attending physician is notified promptly...c. '

The physician's orders are implemented, ang the

resident is monitoreq closely for 24 to 72 hours as

directed."

Record review of a 'Medication Occurrence
Report' revealed the Medical Director was
informed of the significant Mmedication error on
February 24, 2011, '

Interview on May 4, 201 1, in the conference room.
with the DON at 8:45 a.m., verified the DON had
not followed the facility policy to notify the
physician when the significant medication error
occurred.

| @nd the physician was not notified.

! The Immediate Jeopardy was effective from
February 22, 2011 » through May 6, 201 1, and

corrective actions were validated on site by the
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F 157 | Continued From page 5

Survey team on May 6, 2011 through review of
facility dOCuments, staff interviews, and

| Observations. The Survey team verified the

| allegation of compliance by:

F 157

j resigned _\fviﬂ'zout notice on May 4, 2011 and an

! 2.) Verifying all liquid narcotics records were
| reviewed by the Regional Director of Clinical

| Services and 3 Registered Nurse on May 4, 2011
to confirm accuracy of the Medication

!

3.) Verification by the survey team on May 8,
2011 ensured by interviews with the licensed
nursing staff and review of in-service logs that the
nurses received information regarding the five
rights of medication administration; alert charting
fo be initiated on every shift for seventy-two hours
after a medication error; timely notification of the
Physician, Director of Nursing and the
Administrator after 3 medication error: and
notification of revision of the medication policy
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F 167 | Continued From page 6 ’ { F 157’

j addressing the change of administration of liquid |
narcotics requiring veriﬁcatior_l and signatures by

JJ two nurses if the amount to be administered js

| 4.) The Survey team verified the facility's plan of
daily monitoring by a Registered Nurse for a two
week duration, beginning May 5, 2011 through
May 19, 201 1, then two times a week for two
months until July 18, 2011 to include 3 100 %
audit of Medication Error Sheets for proper -
notification of the Physician, Administrator, and
Director of Nursing; a 100 9 audit of the
Medication Administration Records of residents

| receiving liquid narcotic doses less than 5

] milliliters to ensure compliance of two nurses

[ verifying the dose and signing the Medication

monitoring time. The survey team verified the
facility's plan to relay results to the Quality
Assurance Performance Improvement committee
monthly through the end of the monitoring time
for review and recommendations. The survey

/ team verified the facility's plan to have the Quality

Assurance Performance Improvement committee
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F 157 i Continued From page 7 F 157
| determine if any revisions are needed to the audit
plan. The survey team verified the facility's plan
to have the Quality Assurance Performance ‘
Improvement Committee consist of, at 5
minimum, the Administrator, Director of Nursing
Medical Director and Dietary, Activities,
Malntenanoe, Business office, Social Services
and Pharmacy departmen
! Nonfco{npiiance continues at a "D" leve for
| monitoring of corrective actions. The facility is
required to submit g Plan of correction,
Clo #27994
F165 | ‘
. 1. Resident #13 was interviewed on Ma)f 19,
F 165 | 483.10(f)(1 I 2011 by Social Service-s Director regarding
SS1=§ V\?ITHO(?lgr {?ll?fgl;:gl? Ak GRIEVANCES fiion dining experience. Resident #13 expressed no
: : concerns. Resident #13 family was contacted
A resident has a right to voice grievances without by Social Services Director on May 19, 2011
discrimination or reprisal. Such grievances and expressed no concerns.
include those with respect to treatment which has . . ) 19
| been fumished as well as that which has not been Resident #26 was interviewed on May 9,
furnished. ' 2011 by Social Services Director
: ADL care. This resident voiced no concerns
' during interview. Resident #26 family
This REQUIREMENT is not met as evidenced member was contacted by Social Services
by: : ; Director on May 19, 2011 and indicated he
Based on medical record review, interview, and a has no concerns.
review of the facility Concemn and Comment log
| the facility failed to ensure concerns voiced for
two (#13, and #26) of thirty-one sampled
’ residents reviewed were inve_'stigated.
[ ' '
l The findings included:
i CMsazsis?(oz-ss) Previous Veﬁ;ions Obsolete Event ID:ZTPW11 Faelmy ID: TN4706. | If continuation sheet Page 8 of43
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F 165 | Continued From page 8 ( F 165 2. All residents were interviewed by Social

! : o . Services Director on 5/17/11 - 5/19/1
| Resident #13 was re-admitted to the facility on regarding any concerns.

3. Social Services Director was inserviced on
5/10/11 by Administrator on Concern and
Comment Policy.

Depression, and Anemia,

[ Sﬂedicai record review of the Minimum Data Set,
af i

ed April 8, 2011 revealed the resident required Resident Council meetin g was held on

5/19/11 and the Administrator reviewed the
grievance and investigation process.

All concerns and comments are reviewed by
interdisciplinary team which includes the
Administrator, Director of Nursing, Assistant
Director of Nursing, Minimum Data Set
Coordinator, Medical Records, Social

documented in the investigation section Serviees, Activity Director, Human

| ..Resident has adaptive utensil and eats Resources, Business Office Manager,

! 100%..." | Admissions Director, Facilities Management
Review of the Concern ang Comment Log and Dietary Manager Monday through Friday
revealed no documentation the DON has spoken to assure a complete investigation is
to the resident or investigated the resident's conducted and an acceptable resolution is

| grievance. found.

Resident #26 was admitted to the facility on 4. Beginning 5/26/11 Social Services
September 22, 2008, with diagnoses including Director will interview 10 residents and/or
Cerebralvascular Accident and ‘Hypertension. family per week for four weeks for concerns
f _ and comments, then 10 residents and/or
i Medical record review of the resident's nurse's family per month for two months and/or unti]
notes, dated April 30, 2011 » révealed the resident 100% compliant.
was alert and orienteq and required total ; i
assistance for aj| Activities of Daily Living. All audit results will be reported by the
' : Social Services Director to the. monthly

Review of the "Concern and Comment"” log Quality Assurance Performance Improvemen

revealed a concern voiced on July 6, 2010, ; . meetings for review and recommendations.

| regarding a family member "finding (the resident) This committee will determine if any
soiled" frequently on visits. Continued review ' revisions are needed to the audit plan. -

revealed no investigation completed regarding

CMS-2567(02-99) Previous Versions Obsolete Event ID: ZTPW 11 Facility ID: TN4706 | If continuation sheet Page 9 of43
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F 165 [ Continued From page 9 E 165‘ The Quality Assurance Performance
. Improvement Committee consists of
; wheiherR concem was Substantiated. i Administrator, Medical Director, Director of
! Interview with th iz . Nursipg, Assistant Dilret::tor of Nursing,
| Nursing on Mayg c;%r;?;m:ttrg%gzng‘m;r“eggr f cuman Resources, Minimum Data o
! conference oom 'oonﬁrr.n ad ihe vbic; d concerns Coordinator, Treatment Nurse, Admissions
were not investigated, Director, Business Office Manager, Rehab
Manager, Medical Records, Social Services,
Facilities Management Director, Dietary
| clo # 27457 Manager, and Activity Director. Dietician and
| Pharmacist reports are reviewed, and these % p //
j . consultants attend as needed. - : /
F 248 | 483.15()(1) ACTIVITIES MEET F 248
SS=E | INTERESTS/NEEDS OF EAGH RES F243
: I 1. Resident #15 was interviewed on 5/6/11 by
The facility must provide for an ongoing program the Activity Director regarding her dfesire to
of activities designed to meet, in accordance with use a broom to sweep her room, her interest
| the comprehensive assessment, the interests ang in sewing materials and reading materials
the physical, mental, and psychosocial well-being related to sewing. Resident #15 was
of each resident. interviewed by the Activity Director to
determine current interests, and the
: comprehensive assessment and care plan
This REQUIREMENT is not met as evidenced Was updated by Activity Director to reflect
by: these preferences on 5/6/11 -3/24/11.
Based on review of activity participation logs L
medical record review, observation, and Resident #12 was interviewed by the
interview, the facility failed to ensure a program of Activity Director to determine current
activities, in accordance with the comprehensive interests, and the comprehensive assessment
assessment, was offered to two (#15 and #12) of and care plan was updated by the Activity
thirty-one residents reviewed and the facility Director to reflect these preferences on $/6/11
failed to ensure attempts were made to engage —5024/11. .
l residents in two of two group activities observed
Activity director inserviced Activity
Assistant on 5/18/11 regarding honoring
The findings included: resident preferences and involving and
. engaging the residents in the activity being
| Resident #15 was admitted to the facility on conducted. Lo
August 30, 2007, with diagnoses including
Diabetes and Emphysema,
| CMS-2567(02-99) Previous Versions Obsolete Event ID: ZTPW11 Facility ID; TN4706 | If continuation sheet Page 10 of 43

JUN 03 201



' PRINTED: 05/17/201-

“e-rArimMEN T OF HEALTH AND HUMAN SERVICES FORM APPROVET
CENTERS FOR MEDICARE &ME' 41D SERVIORG | OMB NO. 0938 035"
STATEMENT OF DEFICIENCIES ( RVEY
AND PLAN OF CORRECTIONI o ;E'Eﬁ#?f&fﬁgipﬂiﬁ%%? PR M TIPLE CONSTRUCTION (XS)(?&.{IEE’EEL% ED
A. BUILDING
445476 RS | 05/06/2011

NAME OF PROVIDER OR SUPPLIER
HILLCREST HEALTHCARE SOUTH

STREET ADDRESS, CITY, STATE, ZIP CODE
1758 HILLWOOD DRIVE

KNOXVILLE, TN 37020

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED py FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COM'(‘f-S)EHON
TAG REGULATORY OR LsC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
] DEFICIENGY)
|
F 248 Continued From page 10 F 248

Review of activity participation logs for November/

Det_:ember 2010 and January 2011 revealed the

resident attended multiple activities in November
and December byt attended only two activities in

January.

i 2011, the resident was admitted to a psychiatric

facility and returned on March 4,2011. -

Medical recorq review of social Services progress

no_t:es. dated May 2, 201 1, revealed "(The
resident) talks aboyt sewing and how (the
resident) enjoys jt"

enjoyed sewing, and had not offered any
individual sewing related activity to the resident
during one-to-one activity visits. Continued
interview with the AA revealed th
requested a broo_m. to sweep in the resident's

Resident #12 was admitted to the facility on April

2. All residents were interviewed by the
Activity Director or the Activity Assistant on
5/6/11 — 5/24/11 for current interests and the
comprehensive assessments and care plans
were updated by the Activity Director to

| reflect these preferences.

3. All licensed nurses, Certified Nursing
Assistants and Activity Assistant were
inserviced by Administrator and Activity
Director on 5/6/11 - 5/20/11 to, assist
residents to any activity they wish to attend.

4. Beginning 5/26/11 Activity Director will
audit five group activities per week for four
weeks, then 10 group activities per month for
two months and/or until 100% compliant.

Beginning 5/26/11 Activity Director will
interview ten residents a week for four
weeks, then 10 residents a month for three
months and/or until 100% compliant to
ensure current interests are identified.

All audit results will be reported by the
Activity Director to the monthly Quality
Assurance Performance Improvement
meetings for review and recommendations.
This committee will determine if any

revisions are needed to the audit plan.
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i 23, 2010, with diagnoses including End Stage
i Renal Disease ang Cerebralvascular Accident

! Medical record review of the April 30, 201 0,
| Minimum Data Set (MDS), revealed the resident
! had limitation of movement and partial loss of

| 30, 2010, MDS revealag the resident's sitting
' balance could not be tested without physical help.

Mediqal record review of the April 30, 2010 MDS,
"Activity Pursuit Patterns" revealed the resident

did not have g preference for exercise as an
activity.

Observation on May 3, 2011 »at10:45a.m,,
revealed the resident in the dining room asleep in

explaining the Physical movements for Tai Chi (a
method of exercise, breaming. and relaxation).

l Interview with the Activity Director on May 4,

{ 2011, at 4:15 P-m., in the conference room,

/ confirmed the resident did not have the physical
capability to Participate in Taj Chi, and the

| comprehensive assessment did not identify
exercise as a need or interest for the resident.

observation revealed the activity consisted of the
AA reading articles, from the local newspaper, to
the residents, including an article on “Forensic
Mannequins", Continued observation revealed

’ the AA continually read from the newspaper, with

F 24g| The Quality Assurance Performance
Improvement Committee consists of _
Administrator, Medical Director, Director of
Nursing, Assistant Director of Nursing,
Human Resources, Minimum Data Set
Coordinator, Treatment Nurse, Admissions
Director, Business Office Manager, Rehab
Manager, Medical Records, Social Services,
Facilities Management Director, Dietary
Manager, and Activity Director. Dietician and
Pharmacist reports are reviewed, and these
consultants attend as needed,

—

7ot/

N
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no attempts made to involve or engage the
| residents in the activity.

’ Interview with the Activity Director on May 4,
12011, at 4:20 P.m., in the conference room,
confirmed the AA failed to attempt to engage

( residents in the “Current News" activity; the

I residents hag Previously stated g preference for
I the AD. to lead the "Current news" activity; and
| (@s observed) the activity was not a meaningfy| ’
’ activity for the residents.

|

!

| Observation on May 3, 201 1, at 10:45 am., -

Interview with the Activity Director on May 4,
2011, at 4:25 P-m., in the conference room,
confirmed Tai Chi was not 3 meaningful activity
for many of the residents brought to the dining
room.

clo# 27457

F 281 ;483.20(k)(3)(i) SERVICES PROVIDED MEET
S8=J | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
l must meet professional standards of quality.

F 248

e

F281 2 e
L. Resident #20 is no longer at the facility on

2/24/11,

F281|
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! i e et Resident #2 was transferred to the
i Emergency Room on 9/5/10 and returned on
i .
This REQUIREMENT is not met as evidenced e
Bésed on facili licy revi i The physician was notiﬁe_d of medicatio.n
Narcotic Countgh%%?mgg;g‘aﬁ;’ rrei‘g?: rg{riaew error on 2/24/11 by the Director of Nursing,
review of facility docy ' ' _ :
of Practice forﬂxd\?acncrggl}t?é;ﬁ:{;eﬁfgfglﬁggird Administrator educated Director of Nursing
and interview, the facility failed to take on 3/4/11 on the Policies and Procedures for
appropriate action when 1) significant narcotic narcotic counts, notification of change, and
medication errors for one resident (#20) occurred the incident event management procedure.
and 2) a fall resulting in a fracture with an ol owo
Inappropriate transfer occurred for one resident - An investigation was begun on 3/4/11 by the
#2) of thirty-one residents reviewed. Director of Nursing.
The facility's failyre to investigate significant The Pharmacy Consultant was notified of the
narcotic medication errors and to immediatery medication error on 3/2/1 1, and was involved
notify the Administrator, physician, and in the investigation of narcotic count error.
pharmacist was likely to Cause serious injury, o o
¢ harm, impairment or death fo resident #20. LPN #2 is no longer employed as of 3/19/11.
On May 4, 2011 at 1 2:05 p.m. in the office of the LPN #1 was unaware of the medication error
Administrator, the Administrator and the until 5/4/11. She was counseled and :
| Corporate Nurse Consultant were informed of the educated on 5/6/11 with return demonstration
Immediate Jeopardy_ of administration of,liquid_narcotics by
' Director of Nursing, ;
The findings included: -
. LPN #3 was inserviced on 9/10/10 by the
Resident #20 was admitted to the facility with Director of Nursing regarding appropriate
diagnoses including Diabetes Type II, reoccurring assessment of residents after falls.
Congestive Heart Failure, Chronic Obstructive
Pulmonary Disease!Oxygen—Dependent, Morbid Director of Nursing is no longer employed
Obesity. : as of 5/4/11 and an interim Director of
' Nursing was established on 5/4/11 and was
Review of the physician's orders for February inserviced on the Event Management Policy.
2011 revealed on February 19, 2011, an order for . '
Roxanol (a liquid morphine preparation) 1-2 mg
(mim'grams) PO (by mouth) q 1 (every one) hour
: io , : i . ;
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PRN (as needed).

Record review of the third Narcotic Count Sheet
l dated February 20, 2011, (used to record the

. oL 2
MGML SOLUTION; 02/19/11(gate); Toke
0.05ML-0.1ML (1-2MG) EVER‘(Y HC?;UR AS

NEEDED; QTY (quantity) 30 k i
. fnom. the phannagy)." e (total dispensed

22,:2011, through 11:00 a.m, o February 22,

12011 . the-entries were as follows:: ".'..2-‘2‘211 9

_ _p_m-O.‘l_mL (dose given) 28.3 mL (quantity
remaining)...2-21-11 1¢ pm 0.1 mL (dose given)

| ML (dose given) 28,1 mL (quantity

| mL (dose given) 26.1 mi. (Quéntly !

N mL (dose given) 24.1.m(. (quantity

28.2 mL (quantity remaining)...2-21-11 11 pm o4 |
|27 1mt (quantity remainiing)...2-22.11 3 am 0.1 |

| 25.1mL (quantity remaining).:2.53.11 7amo1 | .

CENTERS FOR ME . ' FORM APPROVE
STATEMENT OF DEF'CT';TWEJ%ISL% _(%;)M;E-;z Vi oERVICES ' — — —QMB No. 0938039
AND PLAN OF CORREGTION :oszngﬁgzpﬁumm 02) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

' A BUILDING COMPLETED
: 445476 B. WING
NAME OF PROVIDER OR SUPPLIER ST m—— 05/06/2011
: RESS, + STATE, ZIP CODE

HILLCREST HEALTHCARE SOUTH 1758 HILLWOOD DRIVE

e T KNOXVILLE, TN 37920

; STATEMENT OF DEFICIENCIES ' " '-
PREFIX REautPOCFICIENCY MUST BE PRECEDED e St o ACH CORR AN OF CORREGTION o)
e / Tty | i | e [
- ' DEF]C{ENCY}
F 281 | Continued From page 14 - E 281]

2. An audit of 100% of the liquid narcotic
medication sheets was done by the Director
of Nursing on 3/4/11. No other residents were
 identified as being affected.

All liquid narcotics records were reviewed by
the Regional Director of Clinical Services
and a Registered Nurse on 5/4/11. No other
residents were found to be affected.

All incidents with falls will be audited for
properiassessment technique after a fall by
Director of Nursing or Assistant Director of
Nursing for two weeks, then three times a
week for three months and/or 100%
compliant,

Beginning 5/25/11 Resident Event Reports
involving falls will be audited daily by the
Director of Nursing, Assistant Director of
Nursing or nursing supervisor for two weeks,
then three times a week for three months
and/or 100% compliance to assure falls
protocol] for proper assessment technique is
followed.

3. Inseryice was given to all licensed nursin
staff by Director of Nursing on 3/4/11 —

3/10/11 regarding measuring narcotic liquids
with return demonstration required.

e i, - '“ i

1
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remaining)...2-22-11 11amo0.1 mL (dose given
23.1mL (quantity remaining)..." gy

Continued record review of the third Narcotic
C_ount Sheet for resident #20 revealed g
discrepancy in the amount 'left to count’ on

administered a dose of MSO4 on Februg 22
2011 at"l 1:00 a.m., and recorded 23 .1 mlr}{n the
column ngntrty Remaining.* Continued review

‘match the amount of 23.1 ml ‘Quantity :
Remgini_ng on the Narcotic Count Sheet during
ggi ?.00 P-m. shift change count on February 22,

0. each subsequent five
doses.’ Continued interview revealed the DON
did no further questioning about the amount .

| narcotic Mmedication), and recorded 20 mi
remained. Continued interview confirmed the
DON had signed the Narcotic Count Sheet in the
column to the left of ‘Quantity. Remaining', wrote |
in 20 ml, and took no further action until February

I 23, 2011. During interview, the DON stated on

February 22, 2011, Review of the Narcotic Count
Sheet revealed Licensed Pragtics] Nurse (LPN#1)

remaining to be 20 m| (equal to 40 milligrams of |

Facility policy on Administering Controlled

| Medications was revised by Administrator
and Director of Nursing on 5/4/11 to require
that two nurses verify and sign off on the
Medication Administration Record all liquid
narcotic doses less than 5ml. On 5/6/11 this
revision was added to the narcotic med pass
policy and Med Pass Observation sheet by
the Regional Director of Clinical Services
and signed by the Administrator and Director
of Nursing.

All licensed nurses were educated by
Regional Director of Clinical Services,
Director of Nursing and Admissions Nurse
on 5/4/11 - 5/20/11 on the following
requirements: verification of any liquid
narcotic less than 5 mls by a second nurse
who must also initial Medication
Administration Record. Inservices also
included the Five Rights of Medication
Administration, alert charting to be initiated
on every shift for seventy-two hours after a i
medication error, timely notification of the
Physician, Director of Nursing and the
Administrator after a medication error.

The Medical Director and Pharmacy )
Consultant will be advised by the r 3
Administrator or the Director of Nursing of |
any medication administration error and will|
be included in the investigation process
through the Quality Assurance Performance
Improvement process. ;

Director of Nursing inserviced licensed
nurses on 9/7/10 on proper assessment of
residents after falls.

" Event ID:ZIPWA
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F 281 | Continued From page 16 F 281‘ bonsed inserviced
| the morning of February 23 201 i i All licensed nurses were Inserviced on
! nurse, LPNg#2, was qurgs:iio'ne?i t;,); m{: gg;qt 2?112 S/17/11 — 520/11 by Regional Director of
| revealed the resident had been given a 1 m| dose Clinical Services and Director of Nufraslllng on
of morphine (20 Mg instead of 2 mg ordered) at proper assessment of residents after falls.
1:00 a.m., 3:0 a.m., and 5:00 am., b LPN #2 . o ;
’ on February 22, 2011. During lntervie{:v, the DON 4. Daily momtormg_ b){ a Registered Nurse
| Stated he/she did not realize the two doses given for two wecks, beginning May s, 2011
| by LPN #1 on February 22, 2011, at 7:00 am., through May 19, 2011, then two times a week
and 11:00a.m., had also been 1 m each (20 g o shree months until August 18, 2011 andor
instead of 2 Mg ordered) until "later." until 100% compliant, to include a 100%
audit of Medication Error Sheets for proper
Review of the facility's policy 'Medication Error notification of Physician, Administrator, and
..-Reporting' revealed, "Procedures: a. In the Director of Nursing; a 100% audit of the
event of a significant medication error Medication Administration Records of
-..immediate action is taken, as necessary, to residents receiving liquid narcotic doses less
protect the resident's safety and welfare. b. The than 5 milliliters to ensure compliance of two
attending physician is notified promptly ...c. The nurses verifying the dose and signing the
physician's orders are implemented, and the Medication Administration Record: and
resident is monitored closely for 24 fo 72 hours as auditing of the alert charting log against the
‘ directed." medication error reports to verify alert
s charting compliance for 72 hours.
! Review of the ‘Controlled Medication Storage' The Regional Director of Clinical Services
policy and procedures evealed, "...e. Any will perform a compliance review of 100% 0
discrepancy in controfled Substance medication the audit forms and related data weekly until
counts is reported to the director of nursing the end of the monitoring time.
| immediately. The director...makes every |
reasonable effort to recongile all reported
discrepancies, Irreconcilable discrepancies are
documented by the director of nursing in a report
to the administrator. If 5 major
discrepancy...occurs‘..me director of nursing
notifies the administrator ang consultant
pharmacist immediately..."
Interview with the DON at 8:45 a.m., on May 4,
2011, in the conference room confirmed the DON
had not followed the facility policy for
reconciliation of a controlied medication; had not
CMS-2567(02-99) Previous Versions Obsolete Event ID:ZTPW11 Facility ID: TN4706 | If continuation sheet Page 17 of43
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followed facility policy when the significant -
medication €lror occurred; had not invgsﬁgated All audit results will be reported by the
TSR aE,, || S,
: : = ' Assurance Performance mprovemen
notify the_ acir_mmstrgtor plf}ysuclan, and consultant meetings for review and recommendations,
| pharmacist "immediately. This committee will determine if any
isic dit plan.
Resident #2 was admitted to the facility on April ?ﬁsé’ﬁigeffﬁﬂg Itf:-fil::'n:aﬁczn
30, 2008, with diagnoses'including Chronic Improvement Committee consists of
Sbstmnc;‘ﬁve Pulmonary Disease and Intracranial - Administrator, Medical Director, Director of
emorhag Nursin:g, Assistant Director of Nursing,
Medical record review of the July 15, 2010, &ﬁiﬁiﬁogi?&nfx;nﬁ [;f;an?::im K
Minimum Data Set (MDS), revealed the resident Director, Business Office Manager, Rehab
had a histo_ly of falls in the past 30 days and 180 Ma.nag%; ‘Medical Records, Social 'Services,
| gfggsressegftgé . f,el}’,'ye‘f;;%'}%sfggmpme Facilities Management Director, Dietary
resident was safe to transfer indepel'?denﬂy, and gﬁﬁﬁ%;“ggg;:z 23;:,%3 2;165[ Eﬁ::n < / ¢/
was referred to the festorative program. consultants attend as needed. . ' 2 bt
Medical record review of nurse's notes, dated |
September 5, 2010, revealed "Sitting in BR :
(bathroom) floor with pants down states,  lost my -
balanOe'ﬁ_o (complains of) pain R (right) hip-can
move all exts (extremities) except for R (right) LE
T extremity)-assisted to w/c (wheelchair)’
-resident vomited x (times) 1 ig (large) amt
(@amount) white frothy-face red, shaking, R leg 1/2
" | in (inch) shorter than L_ (left)..." Continued ;
medical record review of nurse's notes revealed
the resident was subsequently transferred to the
emergency room with the diagnosis of right hip &
re.
Review of facility documents revealed a nursing
department inservice was held on September 7, |
.| 2010, at 3:00 p.m. “"Should'a fall occur-Resident }
should not be moved until: ROM (range of ; _
SMS-2567(02:99) Previous Versions Obsolete Event ID: ZTPW11 Fadllity ID: TN4706 rfdeq}inuaﬁon sheet Page 18 of 43
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-evidence of fx (fracture)-Do Not Move...make

motion); assess for painfinjury; neur
(neurological) checks if head injury,..should
resident be unable to completed (complete)
ROM, c/o (complain) of pain/injury or display

resident comfortable where they are with
pillow/blankets and notify M.D. (physician) and
EMS (emergency medical services), as needed.”

Continued review of facility documents revesled
on September 9, 2010, LPN #3 raceived a
"corrective action” because the LPN moved the
resident after the resident exhibited
signs/symptoms of a possible fracture,

Interview with the Director of Nursing on May 3,
2011, at 4:45 p.m_, in the conference room,
confirmed LPN #3 moved the resident from a
lying to a sitting position (into the wheelchair),
after LPN #3 assessed the resident's inability to
move the Jower right extremity, and the resident's
right leg being "1/2 inch shorter than the left”,
Continued interview with the Director of Nursing
confirmed moving the resident was not in
accordance with acceptable standards of
practice.

Standard of practice for Advanced Trauma Life
Support requires ", tha development of the
advanced trauma life Support (ATLS) approach
by the American College of Surgeons. ATLS is
the standard of care for trauma patients, and it is
built around a standardizad protocol for patient
evaluation. This protocol ensures that the most
immediate life-threatening conditions are actively
identified and addressed in the order of their risk
potential. The objectives of the initial evaluation
of the frauma patient are as follows: (1) to

F 281
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stabilize the trauma patient, (2) to identify !
i life-threatening injuries and to initiate adequate ’
Supportive therapy, and (3) to efficiently and [
rapidly organize either definitive therapy or

transfer to a facility that provides definitive
therapy..."

| The Immediate Jeopardy was effective from

| February 22, 201 1, through May 6, 2011, and
was removed on May 6, 2011. An acceptable

Allegation of Compliance. which removed the

| immediacy of the jeopardy, was received and
corrective actions were validated by the survey
team through review of facility documents, staff
interviews, and observations conducted onsite on
May 6, 2011. The survey team verified the

| @llegation of compliance by:

ey
o
'g
s
@
o
3
(5]
)
=
a
o
=
&
5
=
o
0,
g’.
=

l interim Director of Nursing had been established

j on May 4, 2011, _

! 2.) Verifying all liquid narcotics records were
reviewed by the Regional Director of Clinical
Services and a Registered'Nur_se on May 4, 2011
to confirm accuracy of the Medication
Administration Records and the Narcotic Count
Sheets to determine if other residents were

I CMS-2567(02-99) Previous Versions Obsolete Event ID: ZTPW11 Facility ID: TN4706
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F 281 | Continued F rom page 20
affected. In addition the surveyors conducted
observation of liquid narcotic administration on |
May 6, 2011.

|3.) Verifica
[ 2011 ensur,

tion by the s

_ two times weekly for two months ;
through July 19, 2011. Compliance to be
conducted by the Regional Director of Clinical
Services.

4.) The survey team verified the facility's plan of
daily monitoring by a Registered Nurse for atwo
1 week duration, beginning May 5, 2011 through
May 19, 2011, then two times a week for two
months until July 18, 2011 to include a 100 %
audit of Medication Error Sheets for proper
notification of the Physician, Administrator, and
Director of Nursing; a 100 % audit of the
Medication Administration Records of residents
‘receiving liquid narcotic doses less than 5
milliliters. to ensure compliance of two nurses

F 281
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F 281 ! Continued From page 21
| verifying the dose and signing the Medication
| Administration Record; and auditing of the alert
| charting log against the medication error reports
/‘ to verify i i

I Non-compliance continues at a "D"
monitoring of corrective actions. The facility is.
fequired fo submit a plan of correction.

clo # 27457
clo #27994

£ 314 | 483.25(c) TREATMENT/SVCS TO
35=G | PREVENT/HEAL PRESSURE SORES

Based on the co:ﬁprehensive assessment of a
resident, the facility must ensure that a resident

l

F 281

F314 | ST
1. Treatment Nurse assessed Resident #8s |
heels, _performe‘d-h'eatmcn_t and floated the |-
heels'and no adverse outcomes identified on

F314
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| individual's clinical condition demonstrates that

they were unavoida le; and a resident having
pressure sores receives necessary treatment and

services to promote healing, prevent infectio
prevent new sores from developing. s

| ) g;t;is REQUI R_EMENT is not met as evidenced

d i :
residents (#8 and #23) of thirty-one residents
| reviewed. The facility's fajiyre to consistently -

| The findings included:
| Resident #8 was admi&éd on February 19, 2010 |
with diagnoses including Failure to Thr:ve '

Malaise, Fatigue, and Alzheimer's Damectia wit
'Psychosis and Anxiety. et "ﬁa""‘"_‘

revealed the Annuaj MDS stated the resident
. | mobility, -

.| required extensive assist of one person forbed - |-

F 314 Resident #8 wound was evaluated by
physician and new orders noted on 5/6/11.
Resident #8 Pressure Sore Risk Assessment
and Pressure Ulcer checklist were completed
and care plan updated on 5/18/11 by
Treatment Nurse.

Resident #23 was assessed and treatment
performed by the Treatment Nurse on 5/4/11
and no adverse outcomes identified.

—

Resident #23 wound was evaluated by the
physicialn and new orders noted on 5/6/11.
Resident #23 Pressure Sore Risk Assessment
and Pressure Ulcer checklist were completed
and care plan updated on 5/18/11 by

Treatment Nurse.

Treatment Nurse was inserviced on 5/6/11 on
proper staging and wound treatments by
Regional Director of Clinical Services.

2. An assessment was completed by :
physician on 5/6/11 on all residents with in-
house acquired pressure ulcers and new
orders were written as appropriate.

A team consisting of Treatment Nurse, .
Regional Director of Clinical Services, and !
Treatment Nurse Consultant performed
wound asisessments on all residents with
current wounds, both in house acquired and N
admitted with, on 5/11/11 and evaluated
wound treatments and updated wound

treatments per physician order. .f
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F 31 4; Continued From page 23 F 314{ | :
! Medical record review of the ‘Braden Scale-For Assistant Director of Nursing and Treatment
| Predicting Pressure Sore Risk' assessed the Nurse completed head to toe skin
resident on February 24, 2011 with 4 score of 13 assessments on all residents on 5/18/11.
indicating a ‘moderate risk for pressure sore _
development. Pressure Sore Risk Assessments and Pressure
Ulcer Pirevention Checklists as indicated
Record review of the resident's care plan dated were completed on 5/18/11 - 5/25/11 on all
December 3, 2010, included the problems, "Self residents and care plans updated by Assistant .
care deficit secondary to Dementia, needs | Director of Nursing and Treatment Nurse. A2
extensive assistance® and "Risk for skin _ . I B
breakdown r/t (relateq to) inc’ (incontinent) B/B 3. Licensed nurses and Certified Nurse N
(bladder and bowel)...Goal - Maintain intact skin | Assistants were inserviced by Treatment ai&e
integrity by next review 5/16/1 1.." Review of the Nurse on 5/5/11 - 5/24/11 on assuring o od
Care plan revealed handwritten additions dated resident;s’ heels are floated per care plan and S g ub
April 11, 2011, “Biister...| (left) heel...will show treatment interventions. Nursing staff on any |~ an o 4f
s/s (signs and SYmptoms) of healing, will not | ype of leave will be inserviced prior to W o
show s/s of infection by 6/20/11...wound care performing patient care upon return, | V
| treatment as ordereq ...float heels " ]
| / 4. Beginning 5/26/11 Treatment Nurse and/or | -
| Record review of the progress note from the | Supervisor will audit 20 residents.a week for
consulting psychiatric nurse practitioner on March [ four weeks then 20 residents per month for
9, 2011, révealed, "...long hio (history of) three months and/or 100% compliance for
depression, delusions, agitation...No increase in accuracy|of weekly skin assessments and
havior Symptoms...Lying in bed today...will try floating heels as indicated by care plan and
increase in Remeron (an anti-depressant treatment interventions and completion by
medication also used as a hypnotic and appetite licensed nurse. -
stimulant)..." Review of the next progress note J
from the consulting psychiatric nurse practitioner Beginning 5/26/11 Assistant Director of
on April 13, 2011, revealed, "..More somnolent Nursing or Director of Nursing will audit all
and lethargic. Always in bed...is lying in bed in-house wounds weekly for three months
today. " and/or 100% compliance to assure proper
Medical record review of the physician's orders SRgg sndiegiment
for April 13, 2011 included an order from the
Psychiatric nurse practitioner to decrease the
Risperdal (an anti-psychotic) to 0.5 mg
(milligrams) every hs (bedtime) for 7 days and
then discontinue.
3MS:2567(02-99) Previous Versions Obsofoto Event ID: ZTPW11 Facility ID: TN4706 If continuation sheet Page 24 of 43
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F 314 I Continued From page 24
|
|

Medical recorg review of the ‘Weekly Skin
Integrity Assessment’ from the week of March 23,
2011 through Apri 20, 2011, revealed each week,
including April 6, 201 1, the assessment stated

resident #8's skin integrity was intact.

Interview on May 3, 2011 »at 3:30 p.m,, at the

nursing station, with LPN #6 (responsible for the
| April 6, 201 1, skin assessment) revealed, ",

to assess...doesn't want to be bothered,

it (referring to the left heel blister)"

Review of the "INHOUSE" PRESSURE Wound
Tracking Report revealed on April 6, 201 1,
resident #8 had g left heel blister as follows:
"Presenting-Stage 2, Size (choenﬁmeters)—O.? X

| Observations at 6:30 a.m., and 1:00 p.m., on May
| 2, 2011, revealed the resident lying in bed with

Pressure Sore Risk Assessment and Pressure
Ulcer| Prevention Checklist if indicated will
be audited on all new admission assessments,
quarterly assessments, and significant change
assessments for accuracy by Treatment
Nurse, Assistant Director of Nursing or
Director of Nursing for one month, then 20
assessfnents per month for two months and/or

100% compliance is attained.

All audit results wil] be reported by the
Director of Nursing to the monthly Quality
Assurance Performance Improvement
meetings for review and recommendations,
This committee will determine if any
revisions are needed to the audit plan.

The Quality Assurance Performance
Improvement Committee consists of
Administrator, Medical Director, Director of
Nursing, Assistant Director of Nursing,
Human Resources, MDS, Treatment Nurse,
Admissions Director, Business Office
Managel", Rehab Manager, Medical Records,
Social SEm'ces, Facilities Management
Director, Dietary Manager, and Activity
Director, Dietician and Pharmacist reports
reviewed, and these consultants attend as

needed.

¢/
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Medical record review of the Dietary Progress
Notes of April 15 201 1, revealed the first entry by
the registered dietician (RD), nine days after the

D...Needs an additional 15 gm (grams)
protein/day...Increased nutrition needs to promote

healing... *

I |

! During interview, with the RD in the conference
room on May 4, 2011 » @t 10:50 a.m., the RD
stated, "(resident) was eating well by the time the

pressure ulcer developed.”

Interview and observation on May 4, 2011, at
| 10:00 a.m., in the resident's i

pressure.

Resident #23 was admitted to the facility on
September 16, 2008, and re-admitted to the
facility December 9, 2010, with diagnoses
including Vascular Dementia, Enoephalopathy,
Deficiency Anemia, Diabetes Mellitus, Renal
Failure, and Chronic Kidney Disease.

l
F314!

|

!
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F 314 | Continued From page 26

i

, activities of daily living, and had No pressure
;' ulcers.

| :
| Medical record review of the Nursing Admission
| Assessment Pressure Sore Assessment dated

| Sore Assessment revealed it was marked as
| Pressure Ulcer Prevention Checklist being

| completed, but no checklist had been completed.
Continued review of the Pressure Sore Risk

Medical record review of the Care Plan dated
January 25, 201 1, revealed the resident was
identified as "Risk for skin breakdown, hx
(history) blisters..." with interventions
implemented to prevent pressure ulcers including
"...Float Heels.. "

Medical record review of the physician progress
notes for March and April, 2011, revealed the
resident was receiving steroid therapy (side

|
F 314
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F 314 | Continued From page 27
| effects include elevated blood glucose levels and
! poor wound healing), had been experiencing poor

Medical record review of the Departmental Notes
revealed the following notes: "April 12, 2011,
4:40 AM...Change of Status. Left heel with new
& (treatment) orders noted and started - heels
floated...April 13, 201 1, 1:23 PM...Tx nurse
continues care for Jeft heel, shoes left off g
times, heels floateq in-bed...April 27, 2011, 12:38
PM...Treatment continues to L (left) heel ulcer.
Wound bed is approximately 20% black eschar

i (area of dead tissue), with the remaining wound

' bed, pedal pulse difficult to feel but is
present...will continue to float heels while in

bed..."

Interview with the
observation of the

Treatment Nurse and
left heel on May 4, 2011, from

F 314
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Continued From page 28

{ 1:50 p.m., until 2:05 p.m., in the resident's room,
revealed the wound first appeared as a
blood-filled blister, measured 3.4 c¢m by 3.6 cm
with an area of eschar approximately 2 cm by 2.5

l cm, and the Treatment Nurse called the wound a
Stage 2 pressure ulcer,

Review of the

| Sores, Chapter 2

Interview with the Treatment Nurse and
observation of the resident on May 4, 2011 , at

[ 5:10 p.m., in the resident's room, confirmed the

| resident was in bed with the lower legs placed on
top of one folded pillow, and both heels were

blister appeared, the resident had been wearing
approved diabetic shoes, which were now in the
resident's closet and no longer worn by the

resident. Continued observation and interview

Medical record review and interview with the
| Treatment Nurse on May 4, 2011, at 4:50 p-m.,
5:00 p.m., and 5:20 p-m., at the nursing station,
’ and at 5:10 p.m., in the resident's room,
had not documented when

! confirmed the nurse

F314
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F 314 Continued From page 29 F 314/
the blister had "burst." Further medical record
review and interview confirmed the wound had
| Inaccurately been describeq as a blister on the
| Wound Tracking Report April 20 and 27, 2011
the wound was Inaccurately described ag a Stage
i 2, when eschar was present; the Pressure Ulcer
| Prevention Checkiist had not been completed on
December 10, 2 10, when the resident was
| identified as g high risk for development of
pressure ulcers; and the resident's heels had not
been floated off the mattress as required by the
care plan and treatment interventions,
F 333 483.25(m)(2) RESIDENTS FREE OF F 333
$8=J | SIGNIFICANT MED ERRORS
- 2 F333
The facility must ensure that residents are free of ; ili
e Sk 1. Resident #20 is no longer at the facility on
l any significant medication errors, 224/11.
5 : i The physician was notified of medicatiop
]l' ;:!'S REQuI REMENT 1S not met as evidenced error mi 2/24/11 by the Director of Nursing,
Based on facility Policy review, review of a al . i
: - ot 5 Adxnmxgtrator educated Director of Nursing
glbasrecl?vt':ﬁgr? ug;ds::]etgtrbgzd ;ﬁael fr:;?drg fﬁ?;z“{c') on 3/4/ l!l on the Po!icies.and Procedures for
ensure one resident (#20) was free of significant harcotic counts, notification of change, and
medication errors of thirty-one residents the incident event management procedure.
likely to cause serious injury, harm, impairment, of Nursing on 3/4/11.
Gl death to resident #20. ' The Pharmacy Consultant wa:sdnotiﬁf:d 0{ th
z icati 3/2/11, and was involve
» 2011 at 12:05 -m., in the office of the medication error on » Al
ngnidrzztﬁator the Adzminigtlatoi‘ and the in the im;restlgatlon of narcott_c count error.
Corporate Nurse Consultant were informed of the ;.
Immediate Jeopardy. ;
*MS-2567(02-99) Previous Versions Obsolets Event |0:M11 Facility ID: TN4706 If continuation sheet Page 300f43
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The findings included:

Resident #20 was admitted to the facility with

diagnoses including Diabetes Type Il, reoccurri
Congestive Heart Failure, Chrono Oketase ™

Pulm_t_)nary'Disease;

0xygen-Dependent. Morbid

Obesity; Chronic Anemia related to slow
Gastro—lntesﬁr_lal Bleeding requiring intermittent
blood transfusions, Dementia with Depression,

and Liver Failure with Blood Disorder diagnosed

! in December 2010.

Review of the nurse's

February 1 9, 2011, at 10:15 a.m., revealed, "

(n_ames of two sons). Tota comfort
‘care agreed. No hospitalization, New order for
MSC_).4 (morphine, ‘anarcotic) and Atropine

(decreases

Roxanol (a liquid

=S Secretions)...Will monitor."

Review ofthe Physician's orders for Febrijary
: : : : ar
R oovealed on February 19, 2011, an ofdur for

progress notes for

ine preparation) 1-2 mg

_‘ LPN #2 is no longer employed as of 3/19/11.

LPN #1 was unaware of the medication error
until 5/4/11. She was counseled and

- educated on 5/6/11 with return demonstration
- of administration of liquid narcotics by
Directar of Nursing.

~ 2. An audit of 100% of the liquid narcotic

medication sheets was done by the Director
of Nursing on 3/4/11. No other residents were
identified as being affected.

All liquid narcotics records were reviewed by
the Regional Director of Clinical Services
and a Registered Nurse on 5/4/11. No other .
residents were found to be affected.

3. Inseryice was given to all licensed nursing
staff by Director of Nursing on 3/4/11 —
3/10/11 regarding measuring narcotic liquids
with return demonstration required.

Facility policy on Administering Controlled

(miligrams) PO (by mouth) q 1 (every one) hour Medications was revised b ini
- . . y Administrator
PRN (as Deedex) % ; : and Director of Nursing on 5/4/11 to require,
; . R . ey . that two nurses verify and sign off on the
?aetggrgereb:::w O;éh gg;{;d Narcotic Count Sheet Medication Administration Record all liquid
amdunt of l_'larlgc.)tic".- ,(USedtorécord the narcotic idoses less than 5ml. On 5/6/11 this
for resident #0 feng;nmg.) for liquid morphine revision was added to the narcotic med pass
adhered to the torev-e-aht. ,fa- Stlcker-type label policy anld Med Pass Observation sheet by |
' fotbmngmfonn [’? fight o ﬁlEiheetwﬂhﬁ}er the Regional Director of Clinical Services !
. a)- uon included: (feﬁident.#z_os and signéd by the Administrator and Directr
.| ame); room# (number); MORPHINE SULFATE of Nursi _
| 100 MG/5 ML (miliiiters) substituted for = |
| ROXANOL 20'MG/ML SOLUTION; | |
02/19/11(date); Take 0.05ML-0. 1M (12MG) |
- | EVERY HOUR As NEEDED; QTY (quantity) 30 | It
*| ML (total dispensed from the pharmacy).* "~ .
#5-2507102:99) Previous Versions Obsolete Event ID:ZTPW11 Facity ID: TNAT0G

. Ifcontinuation stieet Page. 31 ot d3




DEPARTMENT OF HEALTH AND HI" AN SERVICES PRINTED: 05/17/2011
CENTERS FOR MEDICARE & MED\. .D SERVICES _ OMEf?gI ?)ggg-%\f;g?
REPNGESRESI [ e~ oo comrorn R
A BUILDING CoMBLETED
445476 B. WING : )
: : ; 05/06/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 217 COBe
HILLCREST HEALTHCARE souTH 1758 HILLWOOD DRIVE
l — KNOXVILLE, TN 37920
(X4) ID ! ; MMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX Al o)
v | SRS, | | eeentrme [
: | DEFICIENCY) )
! . * All licensed nurses were educated by
E 333}! Continued From page 31 F 333] Regional Director of Clinical Services,
i Continued review of the 'Dose Given' column Directofr of Nursing and Admissions Nurse
| revealed six LPNs had recorded on the third on 5/4;’|11 —5/20/11 on the following
Narcotic Count Sheet beginning February 20 requirements: verification of any liquid
2011, at 2:00 P-m., and all had recorded the dose narcotic less than 5 mls by a second nurse
{ givenas 0.1 m| Review. revealed the first four who mﬂlst also initial Medication
i LPNs had subfracted an amount of 0.1 ml from Administration Record. Inservices also
the 'Quantity. Remaining’ column ang the included the Five Rights of Medication
subsequent two LPNs (the nightshift/L PN #2 and Administration, alert charting to be initiated
the dayshift/LPN #1 ) had subtracted 1.0 ml from on every shift for seventy-two hours after a
| the total liquid remaining when administering the medication error, timely notification of the
| liquid MSO4 narcotic from 1:00 a.m,, on February Physician, Director of Nursing and the
22, 2011, through 11:00 a.m., on February 22 Administrator after a medication error.
2011; the entries were as follows: *..2.21.11 5
P 0.1 mL (dose given) 28.3 mL (quantity The Medical Director and Pharmacy
remaining)...2-21-11 g Pm 0.1 mL (dose given) Consultant will be advised by the
28.2 mL (quantity remaining)...2-21-11 11 pm 0.1 Administrator or the Director of Nursing of
-mL (dose given) 28.1 mL (quantity ’ any medication administration error and will
; ‘rema;nang)._.,._z-?z-ﬁ 1am 0.1 mL (dose given) - be included in the investigation process
27.1mL (quantity remaining)...2-22-11 3 am 0.1 through the Quality Assurance Performance
mL (dose given) 26.1 mL ( i . Improvement process.
remaining)...2-22-11 5 am 0.1 miL. (dose given
1 mL (quantity remaining)...2-22-11 7 am o 1 4. Daily monitoring by a Registered Nurse
mL (dose given) 24.1 mL_ (quantity . for two weeks, beginning May 5, 2011
remaining)..,2-22-11-11 am 0.1 mL (dose given) through May 19, 2011, then two times a wee
23.1mL (quantity.remaining)...” ‘ . for three months until August 18, 2011 and/o
oo ¥ . I o until 100% compliant, to include a 100%
- | Continued record feview of the third Narcotic - audit of Medication Error Sheets for proper
| Count Sheet for res #20 revealeda notification of Physician, Administrator, and
IScrepancy in the amount 'left to count! on Director of Nursing; a 100% audit of the
February 22, 201 1. Review.of the Narcofic Count Medication Administration Records of
Sheet revealed Lk:ensad'ﬂractml Nurse (LPN#1 ) residents receiving liquid narcotic doses less|
administered a dose of MSO4.6n Februa 22, | than 5 milliliters to ensure compliance of tw
-, 2011 at 11:00 a.m., and recorded 23.1 mi inthe | nurses verifying the dose and signing the
: wumn'_fquanmyRﬁmafnihg.' ‘Continued review Medication Administration Record; and
revealed a liie marked through the 23.1 total: ~ |. auditing of the alert charting log against the|
.| temaining and 20 mi written and signed bythe - | medication error reports to verify alert If'
| Director of Nurses (DON). - - : e 2 charting compliance for 72 hours. -'
w(oz-ea)mmvm;gm « EventID:ZTPW11 - qum:'oe R e [fconﬁnmgheetpage azofas - .
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i Continued review of the 'Dose Given' column

| revealed six LPNs had recorded on the third
Narcotic Count Sheet beginning February 20,
2011, at2:00 P-m., and all had recorded the dose

‘ given as 0.1 ml. Review. revealed the first four

: LPNs had Subtracted an amount of 0.1 ml from

122, 2011, through 11:00 a.m., on February 22,
2011; the entries were as follows: "
P 0.1 mL (dose given) 28.3 mL (quantity
remaining)...2-21-11 19 ;
28.2 mL (quantity remaining)...2-21-11 14 pm 0.1
mL (dose given) 28.1 mL (quantity

.| Fremaining)...2-22.11 1 am 0.1 mL (dose given) -
l 27.1 mL (quantity remaining)...2-92.11 3 am 0.1
i mL (gqse‘ given) 26.1 mL (quantity

rémaining)...2-22-11 5 am 04 miL (dose given)

25.1 mL (quantity remaining)...2-22-11 7 am 0.1

mL (dose given) 24,1 mL (quantity - '

remaining)...2-22-14 11 am 0.1 mL (dose given)

23.1mL (quanﬁly-remaining)..." -

Continued record review of the third Narcotic

Count Sheet for resident #20 revealed a

administered a dose of MSO4.0n February 22,
2011 at 11:00 a.m., and recorded 23.1 mlin the
column ‘Quantity Rermaining.' Continued review
line marked through the 23.1 total

HILLCREST HEALTHCARE souTy 1758 HILLWOOD DRIVE
KNOXVILLE, TN 37920
, :
(X4) ID _, SUMMARY STATEMENT OF DEFICIENCIES | PROVIDER'S P CORRECTION |
PREFIX ' {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECT'l.VAEN Ao('fTION SHOULD BE COMit’st)E!‘ION
TAG [ REGULATORY ORLsC IDENTIFYING INFORMA'ITON) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
F 333 | Continued From page 31 F 333

| Sheet revealed Licerised Practical Nurse (LPN#1) |

Facility policy on Administering Controlled
Medications was revised by Administrator
\ | and Director of Nursing on 5/4/11 to require
that two nurses verify and sign off on the
Medication Administration Record all liquid
narcotic doses less than Sml. On 5/6/11 this
revision was added to the narcotic med pass
I policy and Med Pass Observation sheet by
the Regional Director of Clinical Services
and signed by the Administrator and Director
of Nursing,

All licensed nurses were educated by
Regional Director of Clinical Services,

* Director of Nursing and Admissions Nurse
on 5/4/11 - 5/20/11 on the following

Tequirements: verification of any liquid
narcotic less than 5 mls by a second nurse
who mu:st also initial Medication
Administration Record. Inservices also
included the Five Rights of Medication
Administration, alert charting to be initiated
on evcr;s} shift for seventy-two hours after a
medication error, timely notification of the
Physici

an, Director of Nursing and the -
Administrator after a medication error..

i
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| Interview in the conference room, with the DON,

i on May 3, 2011, at 10:00 a.m., revealed the DON |

match the amount of 231 ml ‘Quantity
Rem-amlng' on ﬁje Narcotic Count Sheet during
| the; 13.00 P-m. shift change count on February 22,

ll stated the morphine liquid feft in the bottle did not

r -1 Ml with each subsequent fiy

doses_. Interview revealed the Dobf?regrd nc't: {‘iuvertlmr-

questioning about the amount remaining, judged

the amount rémaining to be 20 mj (equal to 40

 milligrams of narcotic medication), and recorded.

-1 20 ml remaineq. Interview confitmed the pON
had signed the Narcofic Count Sheet in the

in 20 ml, and took no further action -until Febrg
23, 2011. During interview, the DoN statedborl:lafy
{-nurse, LPN

#Z.H'asquesﬁonedbytf-l_eDONand__

2 doses
by LPN #1 on February 22, 2011 at 7:0p a.m. and |
11:00 a.m. had also béen 1 mleach (20mg |
- instead of 2 mg ordered) until "later."
| Review of the facilrty's policy ‘Medication Error "~ |-
" | --.Reporting' revealed, "Prohccyed e
| event of a significant medication error

column to the left of 'QuﬂﬁﬁlYiRemaining', —
tfie: morning of February 23, 2011, the night w9 .

revea!edmeresidenthad-beén ivena1midose | . -
- jof'moqphine (20 n"a_g mstead ofzgmg‘OI"t:!ene_t;l)l':":ts-‘-a L

| ~immediate action s taken, as necessary, to \ |

will perform a compliance review of 100% of
e audit forms and related data weekly until

he end of the monitoring time.

)

!A]] audilt results will be reported by the

I.Director of Nursing to the monthly Quality
Assurance Performance Improvement

meeting's for review and recommendations.

This committee will determine if any

revisions are needed to the audit plan.

The Quality Assurance Performance
Improvement Committee consists of
Administrator, Medical Director, Director of
Nursing,! Assistant Director of Nursing,

Human Resources, Minimum Data Set
Coordinator, Treatment Nurse, Admissions
Director,! Business Office Manager, Rehab
Manager, Medical Records, Social Services,
Facilities Management Director, Dietary
Manager, and Activity Director. Dietician and

Pharmacist reports are reviewed, and these '
; %é/// |

consultants attend as needed.

EvamlD-Zl’Pwi'l " Faciity ID: TN4706
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protect the resident's safety and welfare, b, The
’ attending physician is notified promptly ...c. The i
{ Physician's orders are implemented, and the
resident is monitoreq closely for 24 to 72 hours as

directed.”

Hall on May 4, 2011, at 8:30
erified LPN #1 had

Interview in the 300
a.m, with LPN #1 v

Interview on May 4, 2011, in the conference room
with the DON at 8:45 a.m., immediately following
the interview with LPN #1, verified the DON had
not followed the facility policy when the significant
medication error occurred. Interview confirmed if
the dosing by the night shift LPN #2 ang the day
shift LPN #1 had been in the appropriate amount
(including one wasted dose) there would have
been 27.5 m| ‘Quantity Remaining' when the

i #7 was conducting the narcotic

|
|
|

7.5 ml liquid

20 ml remaining
DON. Interview confirmed the
estigate the 7.5 m| (equaling 150
mg) of liquid Mmorphine not accounted for on
February 22, 2011 Interview continued and
confirmed the DON did not assess the resident,
did not notify the physician, and left the facility
without resolution of the narcotic discrepancy.

|

|

|

F 333
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| On February 22, 2011, in a 10 hour period,

| resident #20 received 100 mg of morphine !
| were given on February 22,2011, at 1:00 am.,

" 3:00 a.m., 5:00 a.m., 7:00 a.m., and 11:00 a.m.

! The Immediate Jeopardy was effective from
February 22, 201 1, through May 6, 2011, and

was removed on May 6, 201 1. An acceptable

| facility documents, staff interviews, and
Observations. The Survey team verified the
allegation of compliance by:

1.) Verifying one nurse involved in the significant
| medication error was no longer employed by the

2.) Verifying all liquid narcotics records were
reviewed by the Regional Director of Clinical
Services and Registered Nurse on May 4, 2011
to confirm accuracy of the Medication
Administration Records and the Narcotic Count
Sheets to determine if other residents were

| affected. In addition the surveyors conducted
observation of liquid narcotic administration on

1 CMS-2567(02-99) Previous Versions Obsolete Event ID: ZTPW11

Facility ID: TN4706 |
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F 333] Continued From page 35
May 6, 2011.

! 3.) Verification by the survey team on May 6,
! 201‘! ensured by intc-;rviews with the licensed ’

through July 19, 2011, Compiiance to be
conducted by the Regional Director of Clinical
Services,

4.) The Survey team verified the facility's plan of
daily monitoring by a Registered Nurse for a two
| week duration, beginning May 5, 2011 through
| May 19, 2011, then two times a week for two
I months until July'18, 2011 to include a 100 %

notification of the Physician, Administrator, and
Director of Nursing; a 100 ¢ audit of the
Medication Administration Records of residents
’ receiving liquid narcotic doses less than 5
milliliters to ensure compliance of two nurses

f verifying the dose and signing the Medication
Administration Record; and auditing of the alert
/ charting log against the medication error reports

CMS-2567(02-99) Previous Versions Obsolete Event ID:ZTPW11 Facility ID: TN4706
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F 333/ Continued From page 36

| to verify alert charting compliance for 72 houyrs,
i The Survey team verifieq the facility's plan for the
{ Regionql Director of Clinica] Services to perform

! Maintenance. Business office, Social Sérvices,
and Pharmacy departments.

Non-compliance continues at a "D" leve) for
monitoring of corrective actions. The facility is
required to submit a plan of correction.

c/o #27994

F 441 48365 INFECTION CONTROL, PREVENT
$8=E | SPREAD, LINENS

[ The facility must establish and maintain an
Infection i

l (a) Infection Contro| Program
I The facility must establish an Infection Control

F 333/

F 441

Fd41 - :
1. The small refrigerator was removed from

the laundry area on 5/4/1 1by Facilities
- Management Director.

On 5/4/11 the lift slings hanging on the walls o
the soiled side of the laundry room were
laundered by Facilities Management Director.

CMS-2567(02-09) Previous Versions Obsolete Event ID: ZTPw11
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F 441/ Continued From page 37 F 441‘
| Program under which it - 2. The !laundry area was reconfigured by the
i ( 1) lnvest‘igates, controls, and prevents infections IFacilitiles Management Director on 5/4/11 to
jin the fac&hty; allow sioiled linen to enter through a separate
i (2) Decides what procedures, such as isolation, doorway, preventing crossing of soiled and
should be applied to an indjvidyal resident; and clean linens during transport. A door now
(3) Maintains a record of incidents and corrective separates the soiled and clean areas of the
actions related to infections, laundry. No residents were identified to be
| ) affected.
i (b) Preventing Spread of Infection
( (1) Whl_an the lnfectiop Control Program 3.All nursing, dietary, activities, social
I determines that 5 resident needs isolation to servicesl, housekeeping, laundry, facilities
prevent the Spread of infection, the facility must management, and administrative staff has been
isolate the resident. ol inserviced by Administrator, Interim Director
(2) The facility must prohibit employees with g of Nursing, Regional Director of Clinical
?romrgymcable d;seag.e or infected skin lesions Services, Facilities Management assistant on
di?;?:t !recé contact with residents or their food, if S/5/11 — 5/24/11 regarding this change in
ke gof;l lCIf will transm{t the disease. transport of soiled and clean linens. All new
il Cility must réquire staff to wash their émplques will be trained in laundry transport
ands aftef each direct resident contact for which protocol,
hand washing is indicated by accepted
| Professional practice. 4, Beginping 5/25/11 a daily audit will be
(© Linens Rl Dy e et Dinke
Personnel must handle, store, process and : ] o
transport linens so to : times a Week for three months and/or 100%
ifoction as (o prevent the Spread of compliant with proper transport of clean and
Y .| 7
soiled linens to the laundry.
. . '
All audilt results will be reported by the
This REQUI . . Facilities Management Director to the ‘
o QUIREMENT is not met as evidenced monthlyiQuality Assurance Performance
Based on observation and interview, the facili Inlpmvefn;gijmeetmgs rreslew and
failed to ensure the Separation of soiled and clean _ .rﬁf-omm?n itt, ons..u determine if an
| areas in the laundry room designed to prevent the Y ‘;1 q ;fmm il Y
cross- contamination of clean and soiled linen for fevisions are needed to the audit plan.
one of one laundry room. '
The findings included:
| CMS-2567(02-99) Previous Versions Obsolete Event ID: ZTPW11 Facility ID: TN4706 | If cﬁntinuaﬁon sheet Page 38 of 43.
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F 441 [ Continued From page 38

of Maintenance on May 2, 2011 at 9:30 a.m.,
revealed the entry door leading into the laundry

l four clean lift slings hanging from hooks on the
‘wall of the soiled side of the laundry room and
; touching the soiled barrels.

E Interview in the laundry room with the
Maintenance Director on May 2, 2011 at 9:30

staff's personal refrigerators were not to pe in'the
laundry room; and the clean lift slings were not to

| be stored in the soiled area of the laundry room.
Continued interview confirmed the laundry room
configuration was not set up to eliminate the
crossing of soiled and clean linens.

F 490 | 483.75 EFFECTIVE

S8=J ' ADMINISTRATION!RESIDENT WELL-BEING

A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest

, practicable physical, mental, and psychosocial

| well-being of each resident,

i

Observation of the laundry room with the Director

F 441

F 490

The Quality Assurance Performance
Improvement Committee consists of
Administrator, Medical Director,

Director of Nursing, Assistant Director of
Nursing, Human Resources, MDS, Treatment
Nurse,! Admissions Director, Business Office
Manager, Rehab Manager, Medical Records,
Social Services, Facilities Management
Director, Dietary Manager, and Activity
Director. Dietician and Pharmacist reports are
reviewed, and these consultants attend as
needed.

Shefy

F490 |
1. Immediately upon notification to the
Administrator on 3/4/11 by Director of
Nursing! of medication error which occurred
on 2/22/11, Administrator educated Director
of Nursing on 3/4/11 on the Policies and
Procedures for narcotic counts, notification
of change, and the incident event

management procedure,

M CMS-2567(02-89) Previous Verslons Obsolete

Event ID:ZTPW11

Facility ID: TN4706|
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!

]I ;’;is REQUIREMENT is not met as evidenced
Based on medical record review review of facili
docun?ents, review of facility poliéy, review of?cmty
harcotic count sheets, ang interview, the facility

The Administrator and Corporate Nurse-

Consultant were informed of the Immediate
| Jeopardy on May 4, 201 1, at 12:05 p.m., in the
Administrator's office. ’ '

The findings included:

the Administrator did not ensure the sate _
administration of Mmedications for resident #20;

February 22, 2011; did not ensure the safety of .

resident #20 after a significant medlcationeg':or
did not ensure the physician was notified:ofa . = |
sign rﬁcgnt medication error for resident #20; and:

: Regior!aal Director of Clinical Services,

F 490 Director of Nursing and Admissions Nurse
on 5/4/11 — 5/20/11 on the following

| requirements: verification of any liquid
narcotic less than 5 mls by a second nurse
who must also initial Medication
Administration Record. Inservices also
included the Five Rights of Medication
Administration, alert charting to be initiated
on every shift for seventy-two hours after a
medication error, timely notification of the
Physician, Director of Nursing and the
Administrator after a medication error.

The Medical Director and Pharmacy

- Consultant will be advised by the
Administrator or the Director f Nursing of
any medication administration error and will :
be included in the investigation process
through the Quality Assurance Performance
Improvement process.

4. Daily monitoring by a Registered Nurse
for two weeks, beginning May 5, 2011
through May 19, 2011, then two times a week
for three months until August 18, 2011 andfoq
until 100% compliant, to include a 100%
audit of Medication Error Sheets for proper
notification of Physician, Administrator, and
Director of Nursing; a 100% audit of the
Medication Administration Records of
residents receiving liquid narcotic doses less
than 5 milliliters to ensure compliance of tw
nurses verifying the dose and signing the
Medication Administration Record; and
auditing of the alert charting log against the
medication error reports to verify alert
charting compliance for 72 hours.
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| ; Medication administration errors will be
F 490 } Continued From page 40 F 490/ reviewed daily by the Administrator, Director
did not ensure a comprehensive investigation of a of Nurs:ing or Assistant Director of Nursing
significant medication error for resident #20, to assure event management processes are in
l place and investigation is begun.
: REFER TOF - 157 for failing to notify the
/ physician Administrator will consult with Medical
REFER TO F - 281 for failing to take professional Director and Pharmacy Consultant on all
| responsibility to fully investigate significant medication administration errors, to assure
. : medication errors each is involved with the investigation and _
REFER TO F - 333 for failing to prevent analysis|of the event. Orders and dosages will |
/ significant ‘narcotic medication errors be revie!Wed by the Administrator with both
the Medical Director and Pharmacy
Consultant for accuracy and clarity.
The Immediate Jeopardy was effective from
February 22, 201 1, through May 6, 2011, and Results of the completed investigation will be
was removed on May 6, 2011. An acceptable reported to the Medical Director and
Allegation of Compliance, which removed the Pharmacy Consultant by the Administrator
immediacy of the jeop_ardy,-was received and upon closure of the investigation.
corrective actions were validated on site by the ;
survey team on May 6, 2011 through review of Administrator will continue to recruit and
cllity documents, staff interviews, and hire a Director of Nursing for this facility,
observations. The survey team verified the and will assure the new Director of Nursing
allegatt'on of compliance by: receives ﬂ]orough training in all aspects of
) _ the job including the Event Management
1.) Verifying one:nurse involved in the significant | system and the Quality Assurance
-| medication error was no longer employed by the Performance Improvement process. ;
facility; and verified the other remaining nurse The Regional Director of Clinical Services |
_| involved in the sbhﬁmnt medication error had will perform a compliance review of 100% ?r
been counseled and eéducated regaiding . the audit forms and related data weekly untif
medication administration and had completed the end of the monitoring time.
return demonstration of medication administration "
of liquid narcotics on May 6, 2011. The Director , All audit results will be reported by the ;
of Nursing on site at the start of the suiv had - . Director of Nursing to the monthly Quality
resigned.: without notice on May 4, 2011 and-an Assurance Performance Improvement o
interim Director of Nursing had been established | meetings for review and recommendations. i
(onMay4, 2011, . - TR This committee will determine if any .i
= ; 4 B revisions are needed to the audit plan.
2.) Verifying all fiquid narcotics records were '
reviewed by the Regiona Director of Clinical 1
#5-2567(02-09) Previous Versions Obsolete  Event ID:ZTPW11 - . Fadiity I: TNA706 =1 If coritinuation sheetPage. 41 of 43
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. { notification of revision of the medication policy

Services and a Registered Nurse on May 4, 2011
to confim accuracy of the Medication
Administration Records and the Narcotic Count
Sheets to determine if other residents were
affected. In addition the surveyors conducted
observation of liquid narcotic administration on
May 6, 2011,

3.) Verification by the survey team on May 6,
2011 ensured by interviews with the licensed
nursing staff and review of in-service logs that the

. addre§sing the change of administration of liquid

narcotics requiring verification and signaturés by

*| wo nurses if the amount to be administered is
less than 5 milliliters.. The survey team verified

| conducted daily through May 19, 2011 then
-decreased to two times weekly for two months
through July 19, 2011. Compliance to be
conducted by the Regional Director of Clinical-
Services. ‘ '

| daily monitoring by a Registered Nurse fora two

| week duration, beginning May 5, 2011 through
‘May 19, 2011, then two times a week for two.

months:until July 18, 2011 to include a 100 %

[4) The survey team verified the facily's planof |

audit of Medication Error Sheets for proper . - /

[ notification of the Physician, Administrator, and |

I

F 490

| consultants attend as needed.

The Quality Assurance Performance
Improvement Committee consists of
Administrator, Medical Director, Director of
Nursing, Assistant Director of Nursing,
Human Resources, Minimum Data Set
Coordinator, Treatment Nurse, Admissions
Director,! Business Office Manager, Rehab
Manager, Medical Records, Social Services,
Facilities Management Director, Dietary
Managv::rgP and Activity Director. Dietician and
Pharmacist reports are reviewed, and these

Ske/yy

Lo-. '3
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I.Adminisﬁ'atidn

charting log against the medication error reports
to verify alert charting compliance for 72 hours,
The survey team verified the
| Regional Director of Clinical
a compliance review of 100%

and related da
monitoring tim

facility's plan

minimum,

|-and Phamacy

monitoring of

F 490 | Continued From page 42
| Director of Nursing; a 100 % audit of the
II Medication Administration Records of residents
| receiving liquid narcotic doses less than 5 _
 milliliters to ensure compliance of two nurses
verifying the dose and signing the Medication

to
Assurance Performance Improvement cCommittee

Improvement Committee i
the Administrator, Director of Nursing,
Medical Director, and Dieta

| Maintenance, Business

Non-compliance continues at a "D" level for
Corrective actions.
: g‘equired_ fo submit a plan of correction.

| ClO#27984 -

Record; and auditing of the alert

facility's plan for the
Services to perform
of the audit forms
ta weekly until the end of the

€. The survey team verified the
relay resulfs to the Quality

: istof, at a

ietary, Activities, :
office, Social Services,
departments. :

The facility is

F 490

| /: . |
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